MOVING INTO ASSISTED LIVING CHECKLIST

RESIDENT FULL NAME: [RESIDENT FULL NAME]

RESIDENT CURRENT ADDRESS: [RESIDENT CURRENT ADDRESS]

RESIDENT DATE OF BIRTH: [RESIDENT DATE OF BIRTH]

RESIDENT PHONE NUMBER: [RESIDENT PHONE NUMBER]

RESIDENT EMAIL: [RESIDENT EMAIL]

ASSISTED LIVING FACILITY NAME: [FACILITY NAME]

FACILITY ADDRESS: [FACILITY ADDRESS]

FACILITY PHONE NUMBER: [FACILITY PHONE NUMBER]

FACILITY CONTACT PERSON: [FACILITY CONTACT PERSON]

MOVE-IN DATE: [MOVE-IN DATE]

PREPARED BY: [PREPARED BY NAME]

RELATIONSHIP TO RESIDENT: [RELATIONSHIP TO RESIDENT]

DATE PREPARED: [DATE PREPARED]

RE: CHECKLIST FOR TRANSITION INTO ASSISTED LIVING

1. RESIDENT INFORMATION AND EMERGENCY CONTACTS

1.1 Resident Legal Name: [RESIDENT LEGAL NAME]

1.2 Preferred Name: [PREFERRED NAME]

1.3 Social Security Number: [SOCIAL SECURITY NUMBER]

1.4 Medicare Number: [MEDICARE NUMBER]

1.5 Medicaid Number: [MEDICAID NUMBER]

1.6 Primary Care Physician Name: [PRIMARY CARE PHYSICIAN NAME]

1.7 Primary Care Physician Phone: [PRIMARY CARE PHYSICIAN PHONE]

1.8 Emergency Contact Name: [EMERGENCY CONTACT NAME]

1.9 Emergency Contact Relationship: [EMERGENCY CONTACT RELATIONSHIP]

1.10 Emergency Contact Phone: [EMERGENCY CONTACT PHONE]

1.11 Secondary Emergency Contact Name: [SECONDARY EMERGENCY CONTACT NAME]

1.12 Secondary Emergency Contact Phone: [SECONDARY EMERGENCY CONTACT PHONE]

1.13 Power of Attorney Name: [POWER OF ATTORNEY NAME]

1.14 Power of Attorney Phone: [POWER OF ATTORNEY PHONE]

1.15 Health Care Proxy Name: [HEALTH CARE PROXY NAME]

1.16 Health Care Proxy Phone: [HEALTH CARE PROXY PHONE]

2. LEGAL AND FINANCIAL DOCUMENTS

2.1 Last Will and Testament Location: [WILL LOCATION]

2.2 Durable Power of Attorney Location: [DURABLE POA LOCATION]

2.3 Health Care Proxy Document Location: [HEALTH CARE PROXY LOCATION]

2.4 Advance Directive / Living Will Location: [ADVANCE DIRECTIVE LOCATION]

2.5 Do Not Resuscitate Order Location: [DNR ORDER LOCATION]

2.6 Guardianship Documents Location: [GUARDIANSHIP DOCUMENTS LOCATION]

2.7 Bank Account Information Location: [BANK ACCOUNT INFORMATION LOCATION]

2.8 Financial Advisor Name: [FINANCIAL ADVISOR NAME]

2.9 Financial Advisor Phone: [FINANCIAL ADVISOR PHONE]

2.10 Attorney Name: [ATTORNEY NAME]

2.11 Attorney Phone: [ATTORNEY PHONE]

2.12 Accountant Name: [ACCOUNTANT NAME]

2.13 Accountant Phone: [ACCOUNTANT PHONE]

2.14 Long-Term Care Insurance Policy Number: [LONG-TERM CARE POLICY NUMBER]

2.15 Long-Term Care Insurance Provider: [LONG-TERM CARE PROVIDER]

2.16 Life Insurance Policy Number: [LIFE INSURANCE POLICY NUMBER]

3. MEDICAL AND HEALTH RECORDS

3.1 Current Medication List Attached: [YES/NO]

3.2 Pharmacy Name: [PHARMACY NAME]

3.3 Pharmacy Phone: [PHARMACY PHONE]

3.4 Pharmacy Prescription Number: [PRESCRIPTION NUMBER]

3.5 Allergies: [ALLERGIES]

3.6 Medical Conditions: [MEDICAL CONDITIONS]

3.7 Dietary Restrictions: [DIETARY RESTRICTIONS]

3.8 Mobility Assistance Required: [MOBILITY ASSISTANCE REQUIRED]

3.9 Durable Medical Equipment Needed: [DURABLE MEDICAL EQUIPMENT]

3.10 Physical Therapy Provider: [PHYSICAL THERAPY PROVIDER]

3.11 Physical Therapy Phone: [PHYSICAL THERAPY PHONE]

3.12 Specialist Name: [SPECIALIST NAME]

3.13 Specialist Phone: [SPECIALIST PHONE]

3.14 Medical Records Release Signed: [YES/NO]

3.15 Date Medical Records Release Signed: [DATE MEDICAL RECORDS RELEASE SIGNED]

4. FACILITY ADMISSION REQUIREMENTS

4.1 Admission Application Submitted: [YES/NO]

4.2 Date Admission Application Submitted: [DATE ADMISSION APPLICATION SUBMITTED]

4.3 Admission Agreement Signed: [YES/NO]

4.4 Date Admission Agreement Signed: [DATE ADMISSION AGREEMENT SIGNED]

4.5 Resident Rights Acknowledged: [YES/NO]

4.6 Financial Disclosure Completed: [YES/NO]

4.7 Physician Assessment Completed: [YES/NO]

4.8 Date Physician Assessment Completed: [DATE PHYSICIAN ASSESSMENT COMPLETED]

4.9 TB Test Completed: [YES/NO]

4.10 Date TB Test Completed: [DATE TB TEST COMPLETED]

4.11 Vaccination Records Provided: [YES/NO]

4.12 Care Plan Meeting Scheduled: [YES/NO]

4.13 Date Care Plan Meeting Scheduled: [DATE CARE PLAN MEETING SCHEDULED]

4.14 Security Deposit Amount: [SECURITY DEPOSIT AMOUNT]

4.15 Monthly Fee Amount: [MONTHLY FEE AMOUNT]

4.16 Payment Method: [PAYMENT METHOD]

5. ROOM AND PERSONAL BELONGINGS

5.1 Room Number Assigned: [ROOM NUMBER]

5.2 Room Type: [ROOM TYPE]

5.3 Furniture Provided by Facility: [FURNITURE PROVIDED BY FACILITY]

5.4 Furniture to Be Moved In: [FURNITURE TO BE MOVED IN]

5.5 Clothing Inventory Completed: [YES/NO]

5.6 Personal Care Items Packed: [YES/NO]

5.7 Valuables Inventory Completed: [YES/NO]

5.8 Valuables Stored With: [VALUABLES STORED WITH]

5.9 Electronics to Be Moved In: [ELECTRONICS TO BE MOVED IN]

5.10 Photographs and Keepsakes Packed: [YES/NO]

5.11 Labeling of Personal Items Completed: [YES/NO]

5.12 Prohibited Items Removed: [YES/NO]

6. UTILITIES, MAIL, AND ADDRESS CHANGES

6.1 Current Residence Lease End Date: [LEASE END DATE]

6.2 Current Residence Landlord Name: [LANDLORD NAME]

6.3 Current Residence Landlord Phone: [LANDLORD PHONE]

6.4 Notice to Vacate Given: [YES/NO]

6.5 Date Notice to Vacate Given: [DATE NOTICE TO VACATE GIVEN]

6.6 Electricity Account Closure Date: [ELECTRICITY CLOSURE DATE]

6.7 Gas Account Closure Date: [GAS CLOSURE DATE]

6.8 Water Account Closure Date: [WATER CLOSURE DATE]

6.9 Internet and Cable Closure Date: [INTERNET AND CABLE CLOSURE DATE]

6.10 Telephone Service Transfer Date: [TELEPHONE TRANSFER DATE]

6.11 Mail Forwarding Start Date: [MAIL FORWARDING START DATE]

6.12 Mail Forwarding Address: [MAIL FORWARDING ADDRESS]

6.13 USPS Change of Address Completed: [YES/NO]

6.14 Driver's License Address Updated: [YES/NO]

6.15 Voter Registration Updated: [YES/NO]

6.16 Social Security Administration Notified: [YES/NO]

6.17 Medicare and Medicaid Notified: [YES/NO]

6.18 Bank Address Updated: [YES/NO]

7. TRANSPORTATION AND VEHICLE

7.1 Vehicle Owned: [YES/NO]

7.2 Vehicle Make and Model: [VEHICLE MAKE AND MODEL]

7.3 Vehicle License Plate: [VEHICLE LICENSE PLATE]

7.4 Vehicle Insurance Provider: [VEHICLE INSURANCE PROVIDER]

7.5 Vehicle Insurance Policy Number: [VEHICLE INSURANCE POLICY NUMBER]

7.6 Vehicle Disposition Plan: [VEHICLE DISPOSITION PLAN]

7.7 Driver's License Surrendered: [YES/NO]

7.8 Transportation Assistance Needed: [TRANSPORTATION ASSISTANCE NEEDED]

8. PETS AND DEPENDENTS

8.1 Pets Owned: [PETS OWNED]

8.2 Pet Relocation Plan: [PET RELOCATION PLAN]

8.3 Facility Pet Policy Reviewed: [YES/NO]

8.4 Dependents Requiring Care Arrangements: [DEPENDENTS REQUIRING CARE ARRANGEMENTS]

8.5 Care Arrangements Confirmed: [YES/NO]

9. FINAL ARRANGEMENTS AND PREFERENCES

9.1 Funeral Home Name: [FUNERAL HOME NAME]

9.2 Funeral Home Phone: [FUNERAL HOME PHONE]

9.3 Burial or Cremation Preference: [BURIAL OR CREMATION PREFERENCE]

9.4 Cemetery Plot Location: [CEMETERY PLOT LOCATION]

9.5 Prepaid Funeral Plan: [YES/NO]

9.6 Organ Donation Preference: [ORGAN DONATION PREFERENCE]

10. ADDITIONAL TASKS AND NOTES

10.1 Additional Task: [ADDITIONAL TASK]

10.2 Assigned To: [ASSIGNED TO]

10.3 Due Date: [DUE DATE]

10.4 Additional Task: [ADDITIONAL TASK]

10.5 Assigned To: [ASSIGNED TO]

10.6 Due Date: [DUE DATE]

10.7 Additional Notes: [ADDITIONAL NOTES]

11. SIGNATURES AND ACKNOWLEDGMENTS

11.1 Resident Signature: [RESIDENT SIGNATURE]

11.2 Resident Printed Name: [RESIDENT PRINTED NAME]

11.3 Date: [DATE]

11.4 Preparer Signature: [PREPARER SIGNATURE]

11.5 Preparer Printed Name: [PREPARER PRINTED NAME]

11.6 Date: [DATE]

11.7 Facility Representative Signature: [FACILITY REPRESENTATIVE SIGNATURE]

11.8 Facility Representative Printed Name: [FACILITY REPRESENTATIVE PRINTED NAME]

11.9 Date: [DATE]
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